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Background: A study was undertaken to investigate the preferences of patients with asthma for
attributes or characteristics associated with treatment for their asthma and to investigate the extent to
which such preferences may differ between patient subgroups.
Methods: The economic technique of conjoint analysis (CA) was used to investigate patients’ strength
of preference for several key attributes associated with services for the treatment of asthma. A CA ques-
tionnaire was administered to two groups of asthma outpatients aged 18 years or older, 150 receiving
conventional treatment at Whipps Cross Hospital (WC) and 150 receiving homeopathic treatment at
the Royal London Homoeopathic Hospital (RL).
Results: An overall response rate of 47% (n=142) was achieved. Statistically significant attributes in
influencing preferences for both the WC and RL respondents were (1) the extent to which the doctor
gave sufficient time to listen to what the patient has to say, (2) the extent to which the treatment seemed
to relieve symptoms, and (3) the travel costs of attending for an asthma consultation. The extent to which
the doctor treated the patient as a whole person was also a statistically significant attribute for the RL
respondents.
Conclusions: This study has shown that aspects associated with the process of delivery of asthma serv-
ices are important to patients in addition to treatment outcomes. The homeopathic respondents
expressed stronger preferences for the doctor to treat them as a whole person than the patients receiv-
ing conventional treatment. Overall, the preferences for the attributes included in the study were simi-
lar for both groups.

Asthma is a common condition, the prevalence of which is
increasing for reasons that are not entirely clear. It can
be controlled, but not cured, with continuing conven-

tional medication. Approximately 50% of asthma patients in
the UK have used some form of complementary therapy for
their asthma at some stage, and most of these patients have
indicated that they derived at least some benefit.1 Most trial
evidence suggests that homeopathy is effective in treating the
symptoms of asthma.2–9 The majority of these trials assessed
lung function (FEV1, FVC, and PEFR) and some also looked at
corticosteroid use. The quality of the trials was variable and
there was great heterogeneity in the nature of the homeo-
pathic intervention applied (mostly fixed combinations, some
individualised homeopathy with single remedies). More and
larger10 trials are therefore urgently needed to assess properly
the role of homeopathy in the management of asthma.11

Within health care there is substantial evidence to suggest
that, in addition to the treatment outcome (that is, the effec-
tiveness), other aspects of the process of receiving treatment are
also important for individuals.12–14 A recent study by Osman et
al15 used conjoint analysis to assess the relative importance of
common symptoms to patients with asthma. However, little is
known about how patients value the process of the delivery of
asthma services. It is likely that patients have clearly defined
preferences about characteristics of the care provided and
these preferences may differ between different subgroups of
patients. In planning the provision of homeopathic as well as
conventional services for asthma patients, information on the
benefits associated with characteristics of the process of serv-
ice delivery need to complement information on the efficacy
and costs of the treatment provided.

The main objective of this study was to estimate the relative
importance attached to characteristics of the process and out-

comes of service delivery for the treatment of asthma for

patients presently receiving conventional and/or complemen-

tary treatment. The economic technique of conjoint analysis

(CA)16 17 was used to assess patient preferences. CA is one of a

number of “stated preference” techniques used to determine

individual preferences in hypothetical controlled experimen-

tal conditions. Such techniques have been used extensively by

market researchers18 to determine consumer preferences for a

range of goods and services in the transport sector,19 to deter-

mine passengers’ valuation of time and the valuation of other

journey related attributes,20 21 and has been recommended to

the UK Treasury as a tool for determining consumers’ prefer-

ences for improvements in the quality of service provision in

the public utilities.22

Within health care, CA can be used to establish the relative

importance of different attributes (that is, characteristics or

features) in the provision of services, patients’ strength of

preference for those characteristics, and the overall utility or

satisfaction gained from a defined health care service. Where

cost is included as an attribute, it is also possible to estimate

willingness to pay for improvements in individual

attributes.16 In recent years CA has begun to be applied within

the health care sector.12–14 23–26

METHODS
Establishing the attributes and their levels
To identify the key attributes or features of homeopathic and

conventional treatment for asthma, an initial literature review

was undertaken coupled with consultation with clinicians

involved in the administration of conventional and homeo-

pathic treatment for asthma. A series of semi-structured one

to one interviews was also conducted with four patients
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attending the Royal London Homoeopathic Hospital for

asthma treatment. The interviewees were informed that the

purpose of the meeting was to find out the key characteristics

of homeopathic treatment for asthma that distinguished it

from conventional treatment. Interviews were recorded and

transcribed. A grounded theory approach was used, enabling

emerging themes to be developed.

The characteristics that emerged from this process were

then formulated into attributes (box 1). The levels for each

attribute were carefully chosen by the research team to reflect

plausible ranges reflecting realistic levels for patients receiving

treatment for their asthma.

The technique requires that the chosen attribute levels

should be realistic and sensible to respondents and capable of

being traded off against each other22; trade offs arise where

respondents are prepared to substitute a deterioration in one

attribute for an improvement in another attribute within a

discrete choice experimental design. The levels chosen for

each of the attributes in the study and their codings are

detailed in table 1.

Producing and pairing scenarios
Not all possible scenarios (combinations of attribute levels)

can be included in the CA exercise for valuation by

respondents, so the computer software package SPEED version

2.1 was used to reduce the number of scenarios down to a

manageable level for the purposes of a self-completion

questionnaire.27 The technique used by SPEED produces an

orthogonal main effects design which ensures that there is no

multicollinearity between the independent variables (these

reflecting the attributes of asthma services). The SPEED

software produced 16 scenarios for comparison. For ease of

completion and understanding, a discrete choice experimental

design was used in which respondents were offered a series of

pairwise comparisons between scenarios and asked to indicate

their preferred option. A random number generator was used

to place the 16 scenarios into eight pairwise choices. The

choices were then examined, through correlations of the coef-

ficients of the attribute differences, to check that the principle

of orthogonality had been preserved. The frequencies of the

attribute levels confirmed that these were balanced. For each

pair of scenarios respondents were asked to indicate what

choice they would make when receiving treatment for their

asthma if asked to choose between two centres as described in

the pair of scenarios (see Appendix 1 for an example of a

choice set included within the questionnaire).

Selecting the sample and administering the
questionnaire
Two hospitals in inner London were selected to participate in

the study, the Royal London Homoeopathic Hospital (RL) and

Whipps Cross Hospital (WC). Ethics committee approval was

obtained at each hospital. A small pilot survey (n=30) was

conducted in advance of the main study to check that patients

understood the questions and were completing the choice

tasks as instructed. The results from the pilot study indicated

that this was the case, so no changes were made to the design

of the questionnaire as a consequence of the pilot study. The

main questionnaire was administered by post to 300 randomly

chosen asthma outpatients aged 18 years or older, 150 of

whom were receiving conventional treatment for asthma at

WC and 150 who were receiving homeopathic treatment for

asthma at the RL. The sample size was chosen based on the

expected response rate and the desire to partition the data set

to analyse preferences across patient subgroups.

The questionnaire comprised three main sections. In the

first section (section A) respondents were asked to indicate

the degree of importance of nine characteristics of services for

asthma treatment. The characteristics were chosen to reflect

the attributes included in the CA exercise plus several other

factors which were considered to be of importance by

members of the research team. In section B the respondents

were presented with eight pairwise choices comprising the CA

exercise, and in section C sociodemographic details were

requested. In addition, respondents were asked to indicate

how easy/difficult they found the research instrument was to

complete and the amount of time they had spent completing

it.

The questionnaire was sent to the study participants with a

covering letter from a clinician who had been involved in their

care at the relevant hospital and a freepost return envelope.

One reminder was sent to non-respondents after approxi-

mately 4 weeks.

Analysis of data
The data were analysed using the random effects probit model

because of the repeated measurements of the data (whereby

multiple responses are obtained from the same individual).23

The function to be estimated was of the form:

V = 1TIME + 2RELIEVE + 3EFFECT + 4TREAT + 5WHOLE

+ 6TRAVEL + e + u

where V is the utility or satisfaction associated with

alternative modes of service delivery, 1–6 are the parameters of

the model to be estimated as described in table 1, and e and u

are the unobservable error terms where e is due to differences

Attributes used in the study

• Extent to which the doctor gives sufficient time to listen to
what the patient has to say and discusses the treatment
options.

• Extent to which the treatment seems to relieve the patient’s
symptoms.

• Chance of experiencing side effects from the treatment—for
example, weight gain, throat irritation, or changes in the
character of the voice.

• Extent to which the patient sees the same doctor for every
visit concerning the treatment of their asthma.

• Extent to which the doctor treats the patient as a whole per-
son rather than just treating their symptoms.

• Travel cost associated with attendance for an asthma
consultation.

Table 1 Attributes and levels included in the study

Attribute Label Codings

Extent to which the doctor
gives sufficient time to
listen ....

TIMEDIFF • Always=2
• Sometimes=1
• Rarely=0

Extent to which treatment
seems to relieve symptoms

RELIEVEDIFF • Completely=3
• Mostly=2
• Partially=1
• Rarely=0

Chance of experiencing
side effects from treatment

EFFECTSDIFF • 1 in 5=20%
• 1 in 10=10%
• 1 in 25=4%

Extent to which the patient
sees the same doctor for
every visit ....

TREATDIFF • Always=2
• Sometimes=1
• Never=0

Extent to which the doctor
treats the patient as a
whole person ....

WHOLEDIFF • Does=1

• Does not=0

Travel costs of attending
asthma consultation

TRAVELDIFF • £0=0
• £10=10
• £25=25
• £40=40
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in observations and u is due to differences among respond-

ents. The estimated coefficients indicate the relevant import-

ance of the different attributes on individual preferences. In

general, the higher the size of the coefficient, the greater the

importance of the attribute in determining overall utility or

satisfaction (although, where different units of measurement

of the attributes have been used, care must be taken in inter-

preting these results). A positive sign on a coefficient indicates

that, as the level of the attribute increases, so does the utility

derived, and the converse applies for a negative sign. The sta-

tistically significant levels of each coefficient were indicated. It

is possible to estimate willingness to pay for improvements in

individual attributes by dividing the coefficient of interest by

the coefficient attached to travel cost. For example, it is possi-

ble to estimate patients’ willingness to pay for an improve-

ment in symptom relief by dividing the coefficient on

symptom relief by the coefficient on travel cost (2RELIEVE/

6TRAVEL).
For each respondent, tests were carried out to see if any of

the attributes were dominant.28 29 A dominant attribute
implies that the scenario with the higher level of this attribute
is always chosen, irrespective of the levels of the remaining
attributes.

For policy purposes it is often important to ascertain the
extent to which preferences vary across subgroups of
respondents. Such analysis is possible for subgroups with
more than 30 observations.30 The data were segmented firstly
by hospital and secondly by education level to test for signifi-
cant differences in preferences across these subgroups. A pri-

ori, it was expected that there would be significant differences

in preferences between the RL and WC respondents. In

particular, it was expected that the RL respondents would

have a strong preference for continuity of carer, for the doctor

to treat them as a whole person, and for the probability of

experiencing side effects from treatment to be as low as possi-

ble. In contrast, it was expected that the WC respondents

would be less concerned about the doctor treating them as a

whole person and experiencing side effects from treatment

but would have a strong preference for symptom relief.

Dummy variable interaction terms were created between all

of the attributes and a dummy variable for hospital where this

was defined in terms of the two groups: RL (coded 1 or 0) and

WC (coded 1 or 0). Similarly, dummy variable interaction

terms were created between all of the attributes and a dummy

variable for education where this was defined in terms of four

levels: “no” qualifications (base case), “O” level qualifications

(coded 1 or 0), “A” level qualifications (coded 1 or 0), and

degree (“D” level qualifications (coded 1 or 0). The Wald sta-

tistic was calculated to test for statistically significant

differences on the coefficients according to hospital group and

education level.

RESULTS
Characteristics of respondents and response patterns
A total of 142 questionnaires were returned (overall response

rate 47%) of which 72 were from the conventional treatment

Table 2 Descriptive characteristics of respondents and non-respondents

Characteristics WC respondents, n (%) RL respondents, n (%) WC non-respondents, n (%) RL non-respondents, n (%)

Sex
Male 17 (24%) 13 (19%) 45 (58%) 26 (33%)
Female 55 (76%) 57 (81%) 33 (42%) 54 (66%)

Age
18–40 28 (39%) 20 (29%)
41–60 28 (39%) 29 (41%)
61–75 8 (11%) 13 (19%)
75+ 1 (1%) 5 (7%)
Missing 7 (10%) 3 (4%)

Length of time with asthma:
<12 months 1 (1%) 2 (3%)
1–4 years 12 (17%) 3 (4%)
5–10 years 11 (15%) 18 (26%)
>10 years 48 (67%) 47 (67%)

Receiving complementary treatments:
Yes 6 (8%) 58 (83%)
No 66 (92%) 11 (16%)
Missing – 1 (1%)

Ever received complementary treatments:
Yes 9 (13%) 24 (34%)
No 57 (79%) 5 (7%)
Missing 6 (8%) 41 (59%)

Preference for being in control of treatment decisions
Yes 46 (64%) 57 (81%)
No 24 (33%) 11 (16%)
Missing 2 (3%) 2 (3%)

Daily newspaper most often read:
Daily Mirror/Sun 13 (18%) 3 (4%)
Daily Mail 21 (29%) 11 (16%)
Daily Telegraph 5 (7%) 5 (7%)
Independent 1 (1%) 8 (11%)
Guardian 9 (13%) 20 (29%)
Times 6 (8%) 9 (13%)
Other 17 (24%) 14 (20%)

Townsend scores
–5 to –2.5 13 (18%) 18 (26%) 18 (23%) 11 (14%)
–2.49 to 0 14 (19%) 12 (17%) 13 (17%) 16 (20%)
0.1 to 2.49 14 (19%) 20 (29%) 27 (35%) 19 (24%)
2.5 to 5 24 (33%) 13 (19%) 15 (19%) 21 (26%)
+5 7 (10%) 7 (10%) 5 (6%) 13 (16%)

Percentages are rounded and do not always add up to 100%.
WC=Whipps Cross Hospital; RL=Royal London Homoeopathic Hospital.
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sample and 70 from the homeopathic treatment sample. The

descriptive characteristics of responders are summarised in

table 2.

It was possible to obtain some information by which the

characteristics of responders and non-responders could be

compared. Postal code information was used to calculate

Townsend scores,31 an indicator of relative deprivation. The

Townsend score has a national (England and Wales) mean

value of zero; scores higher than zero indicate relative

deprivation and those less than zero indicate relative

affluence. It was found that there were no statistically signifi-

cant differences between the responders and non-responders

at each hospital by Townsend scores (p=0.161 WC, p=0.296

RL, Wilcoxon test). However, men were overrepresented

within the non-respondents and this difference was found to

be statistically significant at WC (p<0.001 WC, p=0.053 RL,

Wilcoxon test).

There were differences between respondents in age, with

respondents from RL being older on average than those from

WC. There were no significant differences between respond-

ents in sex or the length of time they had suffered from

asthma. As expected, there were differences in the extent to

which complementary therapies were being used and had

been used in the past. There were also differences in their

desire to be in control of treatment decisions and in the daily

newspaper most often read.

Importance of service characteristics
The results from section A of the questionnaire (where

respondents were asked to indicate the degree of importance

of nine characteristics of services for asthma treatment) are

presented in table 3.

Compared with those receiving conventional treatment for

asthma, patients receiving homeopathic treatment thought it

“very important” that they should be able to choose a course

of treatment which is best for them, that the side effects of

treatment are minimal, and that the doctor treated them as a

whole person. Conversely, patients receiving conventional

treatment for asthma were relatively more concerned that the

place of consultation should be near to their home and to

receive information about asthma and the treatment they

received.

Conjoint analysis model estimation
The results of the random effects probit regression model

for the total sample of respondents are presented in model 1

(table 4). All coefficients had the expected sign. The

statistically significant attributes in influencing preferences

for respondents as a whole were:

• the extent to which the doctor gives sufficient time to listen

with respondents preferring more time to less;

• the extent to which the treatment seems to relieve

symptoms with respondents preferring treatments with a

greater potential to relieve symptoms;

• the extent to which the patients see the same doctor on

every visit to the hospital with respondents preferring to see

the same doctor rather than several doctors during a course

of treatment;

• the extent to which the doctor treats the patient as a whole

person with respondents preferring the doctor to treat them

as a whole person;

• the travel costs of attending for an asthma consultation

with respondents preferring lower costs to higher costs.

As in other CA studies in health care,24 26 a relatively high

proportion of respondents exhibited dominant preferences for

one of the attributes included in the questionnaire (table 5). In

this exercise the extent of symptom relief was, not surpris-

ingly, the most common dominant attribute.

The statistically significant attributes in influencing the

preferences of the non-dominant respondents were similar to

Table 3 Importance of characteristics of asthma service

Feature Very important Quite important Not very important Missing

WC, % (n) RL, % (n) WC, % (n) RL, % (n) WC, % (n) RL, % (n) WC, % (n) RL, % (n)

Choose the course of
treatment which is best for
you

53% (38) 80% (56) 32% (23) 16% (11) 12% (9) 1% (1) 3% (2) 3% (2)

Doctor listens and
discusses treatment
options

96% (69) 96% (67) 4%(3) 3% (2) 1% (1)

Side effects of treatment
are minimal

81% (58) 93% (65) 19% (14) 4% (3) 3% (2)

You see the same doctor
at each visit

67% (48) 66% (46) 32% (23) 29% (20) 1% (1) 4% (3) 1% (1)

Information about asthma
and the treatment you
receive

81% (58) 71% (50) 16% (12) 23% (16) 3% (2) 3% (2) 3% (2)

Doctor treats you as a
whole person

78% (56) 93% (65) 22% (16) 4% (3) 3% (2)

Confidence in the
doctor’s skills and ability

92% (66) 93% (65) 8% (6) 4% (3) 3% (2)

The place of consultation
is near to the patient’s
home

47% (34) 23% (16) 31% (22) 53% (37) 22% (16) 21% (15) 3% (2)

Costs to the patient are
minimal

42% (30) 46% (32) 26% (19) 31% (22) 29% (21) 19% (13) 3% (2) 4% (3)

WC=Whipps Cross Hospital; RL=Royal London Homoeopathic Hospital.

Table 4 Random effects probit model results

Attributes Coefficient 95% CI

TIME* 0.1370 0.0509 to 0.2230
RELIEVE* 0.3973 0.2758 to 0.5188
EFFECT –0.0015 –0.0155 to 0.0126
TREAT* 0.1471 0.0371 to 0.2571
WHOLE* 0.2289 0.1010 to 0.3569
TRAVEL* –0.0116 –0.0166 to 0.0067

No of observations = 959; no of groups = 129; observations per
group (min/average/max) = 8/8/8; χ2 =117.77 (p<0.001);
*significant at 5% level.
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those of all respondents, with the same direction of

preference. The only exception was the extent to which the

doctor gives sufficient time to listen which did not achieve

statistical significance for the non-dominant respondents.

Segmentation of the data according to hospital indicated

that statistically significant attributes in the preferences of RL

respondents were symptom relief, the extent to which the

doctor treated them as a whole person, and travel costs; they

preferred greater symptom relief, for the doctor to treat them

as a whole person, and lower travel costs. Symptom relief and

travel costs were also statistically significant in influencing the

preferences of the WC respondents with the same direction of

preference as for the RL respondents. In comparison with the

RL respondents, however, the WC respondents were less con-

cerned about the extent to which the doctor treated them as a

whole person, but more concerned about the extent to which

the doctor gives sufficient time to listen to the patient.

Segmentation of the data according to education indicated

that the extent to which the doctor treated them as a whole

person rather than just treating the symptoms became more

important as the education level increased, with this attribute

being highly significant in influencing preferences for those

with degree level education.

DISCUSSION
The findings from this study are consistent with those of other

studies which have used CA to establish patient preferences in

other treatment areas12 14 24 in establishing that the benefits of

health care to patients include the process of service delivery

in addition to treatment outcomes. However, such findings

have not traditionally been incorporated into the common

measures of the benefit of health care interventions used

within health economics.

The results from section A of the questionnaire indicate the

importance placed by respondents on good communication

between those with a long term condition and their health

care provider. Almost all of the respondents thought it very

important that the doctor should listen and discuss the treat-

ment options with the patient, and most respondents from

both hospital samples felt it very important that the doctor

should treat the patient as a whole person. These patient pref-

erences agree with the results of other studies which show a

positive correlation between good doctor/patient communica-

tion and compliance.32 33 Most respondents from both samples

also expressed a preference for being in control of treatment

decisions, and such self-management has increasingly been

shown to be associated with successful asthma outcomes.34

Those organising health care services for patients with asthma

also need to note the clear message from respondents of the

importance of seeing the same doctor on every visit to the

asthma clinic.

In general, the results from the CA exercise for all respond-

ents (section B) reinforce the findings from section A of the

questionnaire. It was found that all of the attributes were sta-

tistically significant in influencing preferences, with the

exception of the chance of experiencing side effects from the

treatment given. The relative unimportance of the side effects

attribute within the CA exercise is somewhat surprising, given

its prominence in the responses to section A where 81% of WC

and 93% of RL respondents indicated that they considered it

very important that the side effects of treatment are kept to a

minimum. These apparently contradictory results may be

explained by problems of patients’ perception of risk or prob-

lems with their comparison of probabilistic risk statements.35

It is possible that the inclusion of a wider range of levels of risk

for the side effect attribute would have resulted in them plac-

ing greater importance on this attribute. Similarly, it is also

possible that the observed choice pattern of the large number

of dominant respondents is a consequence of the choices pre-

sented. The inclusion of a different set of levels for some or all

of the attributes presented may have encouraged these

respondents to trade off the attributes. However, it is also

important to ensure that the levels chosen for the attributes

appear plausible to respondents. The attribute levels included

within this exercise were carefully chosen to reflect realistic

levels for patients receiving treatment for their asthma.

A comparison of patients receiving conventional and

homeopathic treatment for asthma revealed some differences

in preferences within the CA exercise, particularly the finding

that patients receiving homeopathic treatment had a stronger

preference for the doctor to treat them as a whole person (this

finding reinforced the earlier finding from the responses to

section A of the questionnaire where, relative to WC respond-

ents, a greater proportion of RL respondents thought it very

important that the doctor treated them as a whole person).

Overall, the differences in preferences between the two groups

were not as pronounced as was expected a priori, and the

results suggest that both groups of patients attach value to

common aspects of service delivery. The UK Government’s

plan for the National Health Service is to offer people fast and

convenient care delivered to a consistently high standard and

to make services available when people require them, tailored

to their individual needs.36 The results of this study suggest

that the needs of patients with asthma receiving either

homeopathic or conventional treatment are very similar and

include enhanced communication between the doctor and

patient, treatment which is effective in relieving the symptoms

of asthma, continuous care by the same health care

professional(s), and close geographical proximity to asthma

services.

The response rate to this questionnaire may represent a

limitation since it is not possible to rule out responder bias in

the results presented. The response rate achieved is in keeping

with several recent studies that have used the CA technique to

elicit patient or public preferences for health care

treatments.13 14 26 However, if the results of such studies are to

be used as a firm basis for policy making, it is important that

higher response rates are achieved in the future. Alternative

elicitation techniques such as computer assisted interviewing

or web based approaches may aid this process.

This paper has described the application of the CA

technique to the measurement of patients’ preferences for

characteristics of asthma. This CA study is the first, to our

knowledge, relating to homeopathic treatment, and has

shown that characteristics associated with the process of care

provided are important to asthmatic patients receiving both

conventional and homeopathic treatment. CA is a potentially

useful tool for assessing patient preferences for alternative

modes of delivery of asthma services.

Table 5 Respondents exhibiting dominant
preferences

Attributes WC, n (%) RL, n (%)

Extent to which the doctor gives sufficient
time to listen ...

3 (4) 9 (13)

Extent to which the treatment seems to
relieve your symptoms

28 (40) 27 (39)

Chance of experiencing side effects from the
treatment . . .

3 (4) 10 (14)

Extent to which you see the same doctor
every time you visit ...

2 (3) 2 (3)

Extent to which the doctor treats you as a
whole person ...

11 (16) 7 (10)

Travel costs of attending for your asthma
consultation

4 (6) 1 (1)
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Pair 1 Place A Place B

Extent to which the doctor gives sufficient time to listen to what you have
to say and discusses your treatment options with you

Rarely Sometimes

Extent to which the treatment seems to relieve your symptoms Mostly Mostly

Chance of receiving side effects from the treatment you are given for your
asthma

1 in 25 chance 1 in 5 chance

Extent to which you see the same doctor every time you visit concerning
the treatment of your asthma

You always see the same doctor You always see the same doctor

Extent to which the doctor sees you as a whole person rather than just
treating your symptoms

The doctor does not treat me as a
whole person and does just treat my
symptoms

The doctor does treat me as a whole
person and does not just treat my
symptoms

Travel costs to you of attending for your asthma consultation £0 per visit £0 per visit

Which place would you choose? (Please tick one only) A: B:

APPENDIX 1: EXAMPLE OF CHOICE SET INCLUDED WITHIN THE QUESTIONNAIRE
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